
BOARD OF REGISTERED NURSING 
Agenda Item Summary 

Nursing Practice Committee 

             
AGENDA ITEM: 11.0   

         DATE: March 19, 2009 
 
ACTION REQUESTED:  Approve/Not Approve: Minutes of January 15, 2009 
 
 

 

REQUESTED BY:    Janette Wackerly, MBA, RN 
Nursing Education Consultant 

 
 

 

BACKGROUND:   Request to approve meeting minutes 
 
 
 

 

NEXT STEP:    None 
 
 

 

FINANCIAL   
IMPLICATIONS,   
IF ANY:         None 
 
 

 

PERSON TO CONTACT:  Janette Wackerly, MBA, RN 
Nursing Education Consultant 
(916) 574-7686 

 



 

:+ 

 

 

BOARD OF REGISTERED NURSING 
P.O. Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350  |   www.rn.ca.gov 

Ruth Ann Terry, MPH, RN, Executive Officer 

 
NURSING PRACTICE COMMITTEE MEETING 

 MEETING MINUTES  
 

 
 

DATE:  January 15, 2009 
 
TIME:   9:00 AM – 10:00 AM  

 
LOCATION:  Hilton Garden Inn 
   1800 Powell Street 
   Emeryville, CA 94608 

    

COMMMITTEE MEMBERS PRESENT: 

Susanne J Phillips, RN, MSN, APRN-BC, FNP, Chair 
            Elizabeth O. Dietz, EdD, RN, CS-NP 

  
OTHERS PRESENT:  
Janette Wackerly, MBA, RN NEC Liaison 
Ruth Ann Terry, MPH, RN, EO  
Heidi Goodman, Assistant Executive Officer 
Louisa Gomez, Program Manager 
Louise Bailey, Med, RN SNEC 
Maria Bedroni, EdD, RN SNEC 
Miyo Minato, MN, RN, NEC 
Badrieh Caraway, MS, RN, NEC 
Katie Daugherty, MSN, RN,  
Kay Weinkam, MSN, CNS, RN NEC 
La Francine Tate, Board President 
Lydia Borne, RN representing CNA 
Hedy Dumple, RN representing CNA 
Alice Takahashi, MSN, RN  NEC 
Carol MacKay, MSN, RN,   NEC 
Julie Campbell-Warnock, Research Program BRN 
Geri Nibbs, MSN, RN NEC 
Maria O’Rourke, PhD, RN O’Rourke and Associates 
Amy Edelen, DCA 
Kathie Kulikowski, MSN, CNE, Educator  
 
Susanne Phillips, Chair opened the meeting at 9:00 am   

11.0 Approve/Not Approve:   Minutes of October 16, 2008 

MSC:  Dietz/Phillips Approved the minutes 



 
11.1 Information only:  Report on Practice Committee Goals and Objectives 

The practice committee staff reviewed the 2008 goal accomplishments summary as reported 
in the packet. 

 
11.2 Information and Discussion:  Alignment of California APRN rules and regulation:  

National Council Model for APRN Regulation, Licensure, Accreditation, and Certification 
 

The committee discussed possibility of using forums to obtain information from stakeholders, 
education programs, employers, and interested parties regarding the proposed APRN Model 
that includes regulations, licensure, accreditation, and certification. The committee will 
continue to discussion methods to obtain information.   
 
California Nurses Association would like to suggest that the RN license remain the base 
license and not follow the APRN model that suggest each advanced practice category, nurse 
practitioner, clinical nurse specialist, certified nurse anesthetist and certified nurse- midwife 
have a license to practice and not a certificate.   
 
Maria O’Rourke PhD, RN reported that there is a real disconnect with RN understanding of 
their legal scope of practice and actual daily RN care.  RNs, including new graduates, lack an 
understanding of Business and Professions Code 2725 and based on lack of understanding of  
2725 the RN does not necessarily identify decision making authority. The suggestion is to 
have student nurses learn and licensed RN utilize the authority provided by Business and 
Profession Code Section 2725. O’Rourke states that in her experience in acute care hospitals 
there remains what she refers to as the disconnect between the RN work and Section 2725. 
O’Rouke suggests re-setting the standard of practice to Section 2725 in acute care. O’Rourke 
utilizes 2725 as a RN care delivery model in her educational programs.  O’Rourke also 
suggests ways that knowledge of 2725 can be expanded.      
 
 BPC Section 2725.5 Advanced practice registered nurse means those licensed registered nurses 
who have met the requirements including nurse practitioner (NP), nurse-midwives (CNM), nurse 
anesthetists (CRNA) and clinical nurse specialists (CNS) can use the title “Advanced Practice 
Nurse”.  BRN rules and regulations for each category of advanced practice nurse defines the 
legal scope of practice, the roles that are recognized, the criteria for entry-into advanced practice 
and any certification requirements. The advanced practice nurses in California are registered 
nurses with a certification as an NP, CNM, CRNA, and CNS.  
 
The APRN model identifies four roles: NP, CNM, CRNA, CNS and education for the four roles 
occur in an academic degree program or post graduate education.  The APRN model identifies at 
least six population foci that include psych/mental health, gender specific, adult-gerontology, 
pediatrics, neonatal and individual/family across the life span. The APRN education programs 
are broad based including graduate-level courses in advanced physiology/pathophysiology, 
health assessment, and pharmacology as well as appropriate clinical experience. BRN may by 
regulation consider adding the foci groups specifically and recognition of the three core 
graduate-level courses for all advanced practice nurses. 

 
The APRN model includes certification examination to access national competencies for the 
APRN core, role and at least one population foci. The APRN model statement is that education, 
certification, and licensure of an individual must be congruent in terms of role and population 
foci. BRN application for the four roles uses national certification as a method to receive 
California certification as an advanced practice nurse but does not mandate national certification. 



 
Completion of a California approved advanced practice education program is utilized by the 
BRN for certification.  
 
The APRN model states that individuals will be licensed as independent practitioners for practice 
at the level of one of the four APRN roles within at least one of the six identified population foci. 
BRN laws and regulations do not identify the four APRN roles as licensed independent 
practitioners. Licensed independent practitioners for any of the four APRN roles would 
necessarily require legislation 

 
11.3 Legislation enacted during the 2007-2008 Session, Information 

  

a. AB 211 (Jones) Chapter 602:  Public Health: Confidential Medical Information 
 
AB 211 (Jones) Chapter 602 Public Health Confidential Medical Information requires every provider 
of health care to implement appropriate specific safeguards to protect the privacy of patient medical 
information.  Any licensed health care professional who knowingly, willfully obtains, discloses, or 
violates the use of medical information can be fined. This new law permits the director to send a 
recommendation for further investigation, or discipline for a potential violation, to the licensee’s 
licensing authority. The law requires every provider of health care to establish and implement 
appropriate administrative, technical, and physical safeguards to protect the privacy of a patient’s 
medical record. 

 
b. AB 2637 (Eng) Chapter 499:  Dental Auxiliaries (taken off calendar)  
 

 
 
11.4 Information and Discussion:   Gov. Schwarzenegger Signs Legislation to Protect 

Patients and      Prevent Deadly Hospital Infections: 
 

The board’s NEC staff has received numerous calls from hospital based infection control RNs 
and Performance Improvement RNs asking whether Standardized Procedures, policies and 
protocols, can be utilized to implement some requirements for infection surveillance functions.  

The nurses are questioning whether Standardized Procedures can be utilized.  Due to CMS 
interpretations of Medicare and Medicaid Conditions of Participation and CMS’s  MAC ALERT 
it remains unclear whether standardized procedures can be implemented. For your review are 
MAC ALERT February 10, 2008 and October 26, 2008 related to “Standing Orders”.  

 
 

a. SB 1058 (Alquist) Chapter 296:  Medical Facility Infection Control and Prevention Act or 
Nile’s law 

 
Senate Bill 1058 by Sen. Elaine Alquist will require hospitals to publicly disclose their 
infection rates and screen certain high risk patients for MRSA.  Sen. Alquist as reported was 
particularly moved by a meeting she had with parents of Nile Moss, an Orange County 
teenager who died from a MRSA infection after a visit to a hospital where he had a MRI.  
Thus, Nile’s Law or Medical Facility Infection Control and Prevention Act, SB 1058 will 
require hospitals to report infections such as MRSA to Dept of Health Services, effective 
January 1, 2009. The information will be made available to the public through the 
department’s Website beginning in 2011. Screening of at-risk patients for MRSA will begin 



 
with January 1, 2009; these patients will be screened prior to discharge to determine whether 
they were infected while in the hospital.       

Business and Professions Code § 2725 including (c) standardized procedures, policies and 
protocols, developed through collaboration amongst administrators and health professionals, 
including physicians and nurses by an organized health care system licensed pursuant to 
Health And Safety Code 1250.  California Code of Regulation § 1470 Standardized Procedure 
Guidelines states the purpose of this guideline is to: 

1. To protect consumers by providing evidence the nurse meets all requirements to practice 
safely. 

2. To provide uniformity in development of standardized procedures.       
 
 
a. SB 158  (Flores) Chapter 294:  Department of Public Health (CDPH) Healthcare 

Associated Infection Advisory Committee   
 

Senate Bill 158 by Sen Flores gives the Department of Health Services additional authority to 
investigate infection outbreaks and complaints about lax infection control practices. This bill 
requires hospitals to provide continuing education and training for workers, including 
conducting hand-washing campaigns.  

 
a. SB 891 (Correa) Chapter 295:  Establishes Elective Percutaneous Coronary 

Intervention Pilot Program at CDPH 
 

 
11.5 Information Only: Update on administration of Insulin by unlicensed personnel in 

public schools.  
The court decision in the lawsuit filed by the American Nurses Association (ANA), ANA-
California, California Nurses Association, and the California School Nurses Organization in 
response to the California Department of Education’s Legal Advisory asserting that, under 
specified conditions, unlicensed personnel could administer insulin to students in public schools 
has been issued.  The decision affirms the Board’s position that administration of insulin is a 
nursing function that cannot be performed by unlicensed individuals unless authorized by statute.  
The decision reads in pertinent part: 

 

“Respondents' Legal Advisory on Rights of Students with Diabetes in California K-12 
Public Schools is invalid and has no force or effect to the extent that it authorizes the 
administration of insulin to students by school personnel who are not health care 
professionals licensed to administer insulin within the scope of their practice under the 
Business and Professions Code or other persons authorized by statute to administer 
insulin. Respondents lack legal authority under state and federal laws to enlarge the 
group of persons who may administer insulin under state statutes. In addition, 
respondents have not complied with the rule-making requirements of the Administrative 
Procedure Act in authorizing the administration of insulin to students by school 
personnel who are not authorized to administer insulin under state statutes, an 
authorization constituting a regulation within the meaning of the APA.” 

 

The Board’s previously issued position statement related to insulin administration by unlicensed 
personnel has been pulled from the website; the court decision, which is attached, has been 
placed on the website. 

 
11.6 Open Forum 



 
 

No public comment 
 
 
Submitted by:                                                         Approved by: 
 
_____________________         ______________________ 
Janette E. Wackerly, MBA                                   Susanne J. Phillips, RN-Chair 
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REQUESTED BY:    Janette Wackerly, MBA, RN 
Nursing Education Consultant 

 
 

 

BACKGROUND:    
The Boards NEC staff is asked frequently to respond to questions about RN scope of practice and levels 
of sedation. 
 
The committee may wish to provide on the BRN website a link to CSA Guidelines for Deep Sedation by 
Non-Anesthesiologists.  CSA statement is to provide clinical guidance for any system or set of practices, 
used either by its members or the members of other disciplines that would like to review suggested 
credentialing and oversight of all sedation administration in their facility.    
 
In May 2008 the California Society of Anesthesiologists, CSA, House of Delegates May 2008 developed 
for publication CSA Guidelines for Deep Sedation by Non-Anesthesiologists.  
 
 
In January 2005 the American Society of Anesthesiologists, ASA, provided the Joint Commission 
Compliance Tool Kit, Sedation Model Policy, sedation and analgesia (formerly known as conscious 
sedation) for diagnostic; therapeutic, and invasive procedures. The purpose was to establish appropriate 
standards for administration and monitoring sedation and analgesia. The Sedation Model Policy provides 
the framework of hospitals to set policy for sedation and analgesia throughout the hospital in accord with 
the policy; Americaln Society of Anesthesiology, ASA         
 
 
Sedation has been recognized as occurring on a continuum. In January 2001 The Joint Commission set 
standards for sedation and anesthesia care that apply when patients receive, in any setting, for any 
purpose, moderate or deep sedation as well as general spinal, or other major regional sedation. Joint 
Commission Standard for Sedation and Anesthetic Care defines four levels of anesthesia: * Minimal 
sedation;  
*Moderate sedation/analgesia (formerly called “conscious sedation). Deep Sedation/analgesia; General 
anesthesia.      

http://www.csahq.org/pdf/news/DeepSedation_06_08_final.pdf


 
 
 

 

NEXT STEP:    Place on Board Agenda 
 
 

 

FINANCIAL   
IMPLICATIONS,   
IF ANY:         None 
 
 

 

PERSON TO CONTACT:  Janette Wackerly, MBA, RN 
Nursing Education Consultant 
(916) 574-7686 
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CSA Guidelines for
Deep Sedation by
Non-Anesthesiologists
By Mark A. Singleton, M.D.,

ASA Alternate Director for California

I n 2004, the CSA successfully introduced
a resolution to the ASA House of
Delegates, which instructed the ASA to “develop credentialing guidelines

specifying the qualifications of individuals who are granted 
privileges to administer anesthetic drugs to establish a level of moderate or
deep sedation.” This issue originated from a CSA task force chaired by CSA
Past President Edgar D. Canada, M.D., which focused on the appropriate use
of propofol. Various committees of the ASA have examined and attempted to
resolve the question of what qualifications practitioners must have to be properly
allowed to administer “Deep Sedation.” This subject received lengthy and
somewhat contentious debate during the proceedings of the 2006 ASA House
of Delegates meeting. As a result, the following resolution was passed by the
House, and became official policy of ASA:

Statement on Granting Privileges to Nonanesthesiologist Practitioners for
Personally Administering Deep Sedation or Supervising Deep Sedation by

Individuals Who Are Not Anesthesia Professionals
(Approved by the ASA House of Delegates on October 18, 2006)

Because of the significant risk that patients who receive deep
sedation may enter a state of general anesthesia, privileges to
administer deep sedation should be granted only to practitioners
who are qualified to administer general anesthesia or to appro-
priately supervised anesthesia professionals.

Over the past year, the CSA Board of Directors has discussed whether this
statement adequately addresses the commonly reported observation that deep
sedation is being performed in a number of clinical settings by nonanesthesia
professionals. From these discussions emerged a reconsideration of the issue
and eventually the adoption by the CSA House of Delegates, at our Annual
Meeting last June, of the CSA Guidelines for Deep Sedation by Non-
Anesthesiologists. It was strongly felt that these CSA Guidelines complement,
rather than contradict, the ASA Statement. Instead of reproducing this 
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somewhat lengthy document here in the Bulletin, I urge all CSA members to view 
and download it at hhttttpp::////wwwwww..ccssaahhqq..oorrgg//ppddff//aalleerrttss//CCSSAADDeeeeppSSeedd__HHOODD__VVeerrssiioonn..ppddff..

It is likely that the language of these Guidelines will be updated and refined
from time to time in the future by the CSA and thus having it posted on our
Web site will allow access to the most reliable source. In addition, thanks to
the efforts of our Legislative and Practice Affairs Division Chair, Ken Pauker,
M.D., this issue, and CSA’s Guidelines, have received the attention of the
Aesthesia Patient Safety Foundation and will be discussed at their fall Board of
Directors meeting. 

Many of us have experienced instances in our hospitals and facilities wherein
we, as anesthesiologists, are asked to pass judgment on the appropriateness of
sedation practices of nonanesthesiologists. It is clear that this is occurring with
increasing frequency, especially in the pediatric demographic and for 
procedures involving nonsurgical or minimally invasive techniques. These
guidelines are intended to assist us and our medical staffs in continuing to
assure the highest standards of patient safety for which our specialty has
become widely recognized.

Deep Sedation (cont’d)

Are You Missing Monthly CSA Gaslines
and Member Alerts?

If the answer is "yes," your spam guard may be the 
problem. We find some member spam guards do not allow
CSA mail to pass through the protective e-mail filter. If that
is the case, be sure to check e-mail posted to your spam
file occasionally, or set the spam permission to allow CSA
mail. The e-mail address from which Gaslines and Member
Alerts are sent is csa@csahq.org.

Have You Changed your E-mail Address Lately?

Please send an e-mail with your new e-mail address or go
online at the CSA Web Site, www.csahq.org, to update
your profile if you wish to receive up-to-date information.

The monthly Gasline newsletter is now sent by e-mail only.
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CSA GUIDELINES FOR                                         1 
DEEP SEDATION BY NON-ANESTHESIOLOGISTS 2 

 3 
The California Society of Anesthesiologists (CSA) is committed to the safe administration of 4 
anesthesia. Because of our concern, the CSA may provide clinical guidance for any system or 5 
set of practices, used either by its members or the members of other disciplines that would 6 
adversely affect the safety of anesthesia administration. California anesthesiologists, as 7 
members of medical staffs, are routinely asked, because of their knowledge and expertise to 8 
assume responsibility for credentialing and oversight of all sedation administered in their 9 
facilities. They therefore may be charged with or asked to advise about credentialing of non-10 
anesthesiologists for deep sedation. 11 
 12 
Deep sedation is a drug-induced depression of consciousness during which patients cannot be 13 
easily aroused but respond purposefully following repeated or painful stimulation. The ability 14 
to independently maintain ventilatory function may be impaired. Patients may require 15 
assistance in maintaining a patent airway, and spontaneous ventilation may be inadequate. 16 
Cardiovascular function is usually maintained. 17 
 18 
The CSA believes that in a stable, intubated, and ventilated patient, deep sedation may be 19 
completely appropriate. The delivery of clinical care is the shared responsibility of many 20 
practitioners, and we recognize that other critical care specialists are trained and skilled in 21 
managing the care of unconscious patients. The intent of this document is to suggest a 22 
framework to identify individuals who may qualify to administer or supervise the 23 
administration of deep sedation. Only physicians or dentists who are qualified by education, 24 
training and licensure to administer deep sedation should supervise the administration of 25 
deep sedation. When deep sedation is intended, there is a significant risk that patients may 26 
slip into a state of general anesthesia (from which they cannot be aroused by painful or 27 
repeated stimulation). Therefore, individuals requesting privileges to administer deep 28 
sedation must demonstrate their ability to (1) recognize that a patient has entered a state of 29 
general anesthesia and (2) maintain a patient’s vital functions until the patient has been 30 
returned to an appropriate level of sedation. This capability of recognizing and rescuing 31 
patients from general anesthesia does not imply that the practitioner is qualified to 32 
intentionally administer general anesthesia. 33 
 34 
These guidelines may be used by any facility—hospital, ambulatory care center or 35 
physician’s or dentist’s office—in which an internal or external credentialing process is 36 
required for administration of sedative, analgesic or anesthetic drugs to establish a level of 37 
deep sedation, and are intended to improve patient safety in recognition of the current 38 
practice in California. 39 
 40 
DEFINITIONS 41 
 42 
Anesthesia Professional: An anesthesiologist, anesthesiologist assistant (AA), or certified 43 
registered nurse anesthetist (CRNA). 44 
 45 
Non-anesthesiologist Sedation Practitioner: A licensed physician (allopathic or 46 
osteopathic) or dentist who has not completed postgraduate training in anesthesiology but is 47 
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specifically trained to administer personally or to supervise the administration of deep 1 
sedation. 2 
 3 
Supervised Sedation Professional: A licensed registered nurse, advanced practice nurse or 4 
physician assistant who is trained to administer medications and monitor patients during deep 5 
sedation under the direct supervision of an anesthesiologist or a non-anesthesiologist sedation 6 
practitioner.  7 
 8 
Credentialing: The process of documenting and reviewing a practitioner’s credentials. 9 
 10 
Credentials: The professional qualifications of a practitioner including education, training, 11 
experience and performance. 12 
 13 
Privileges: The clinical activities within a health care organization that a practitioner is 14 
permitted to perform based on the practitioner’s credentials. 15 
 16 
Guidelines: A set of recommended practices that should be considered but permit discretion 17 
by the user as to whether they should be applied under any particular set of circumstances. 18 
 19 
* Moderate Sedation: “Moderate Sedation/Analgesia (“Conscious Sedation”) is a drug-20 
induced depression of consciousness during which patients respond purposefully to verbal 21 
commands, either alone or accompanied by light tactile stimulation.  No interventions are 22 
required to maintain a patent airway, and spontaneous ventilation is adequate.  23 
Cardiovascular function is usually maintained.” 24 
 25 
* Deep Sedation: “Deep Sedation/Analgesia is a drug-induced depression of consciousness 26 
during which patients cannot be easily aroused but respond purposefully following repeated 27 
or painful stimulation. The ability to independently maintain ventilatory function may be 28 
impaired. Patients may require assistance in maintaining a patent airway, and spontaneous 29 
ventilation may be inadequate. Cardiovascular function is usually maintained.” 30 
 31 
* Rescue: “Rescue of a patient from a deeper level of sedation than intended is an 32 
intervention by a practitioner proficient in airway management and advanced life support. 33 
The qualified practitioner corrects adverse physiologic consequences of the deeper-than 34 
intended level of sedation (such as hypoventilation, hypoxia and hypotension) and returns the 35 
patient to the originally intended level of sedation.” 36 
 37 
* General Anesthesia: “General Anesthesia is a drug-induced loss of consciousness during 38 
which patients are not arousable, even by painful stimulation.  The ability to independently 39 
maintain ventilatory function is often impaired.  Patients often require assistance in 40 
maintaining a patent airway, and positive pressure ventilation may be required because of 41 
depressed spontaneous ventilation or drug-induced depression of neuromuscular function.  42 
Cardiovascular function may be impaired.” 43 
 44 
*The definitions marked with an asterisk are extracted verbatim from “Continuum of Depth 45 
of Sedation – Definition of General Anesthesia and Levels of Sedation/Analgesia” (Approved 46 
by ASA House of Delegates on October 13, 1999, and amended on October 27, 2004). 47 

 48 
GUIDELINES 49 
The following guidelines are designed to assist health care organizations develop a program 50 
for the delineation of clinical privileges for practitioners who are not anesthesia professionals 51 
to administer sedative, analgesic or anesthetic drugs to establish a level of deep sedation.  52 
The guidelines are written to apply to every setting in which an internal or external 53 
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credentialing process is required for granting privileges to administer sedative, analgesic or 1 
anesthetic drugs to establish a level of deep sedation (e.g., hospital, freestanding procedure 2 
center, ambulatory surgery center, physician’s or dentist’s office, etc.). The guidelines are not 3 
intended nor should they be applied to the granting of privileges to administer general 4 
anesthesia. 5 
The granting, reappraisal and revision of clinical privileges should be awarded on a time-6 
limited basis in accordance with rules and regulations of the health care organization, its 7 
medical staff, organizations accrediting the health care organization and relevant local, state 8 
and federal governmental agencies. 9 
 10 
I. NON-ANESTHESIOLOGIST SEDATION PRACTITIONERS 11 
Only physicians or dentists who are qualified by education, training and licensure to 12 
administer deep sedation should supervise the administration of deep sedation. Because 13 
training is specialty-specific, deep sedation privileges should only be granted for procedures 14 
within the same specialty as the practitioner.  Non-anesthesiologist sedation practitioners 15 
may directly supervise patient monitoring and the administration of sedative, analgesic or 16 
anesthetic medications by a supervised sedation professional. Alternatively, they may 17 
personally perform these functions, with the proviso that the individual monitoring the 18 
patient should be distinct from the individual performing the diagnostic or therapeutic 19 
procedure (see ASA Guidelines for Sedation and Analgesia by Nonanesthesiologists). 20 
 21 

A. Education and Training 22 
The non-anesthesiologist sedation practitioner who is to supervise or personally 23 
administer medications for deep sedation should have satisfactorily completed a formal 24 
training program in:  (1) the safe administration of sedative, analgesic or anesthetic drugs 25 
used to establish a level of deep sedation, and (2) rescue of patients who exhibit adverse 26 
physiologic consequences of a deeper-than-intended level of sedation.  This training may 27 
be a part of a recently completed residency or fellowship training (e.g., within two years), 28 
or may be a separate educational program.  A knowledge-based test may be used to verify 29 
the practitioner’s understanding of these concepts.  The following subject areas should be 30 
included: 31 

 32 
1.  Contents of the following ASA documents that should be understood by practitioners 33 

who administer sedative, analgesic or anesthetic drugs to establish a level of deep 34 
sedation: 35 

 36 
• Practice Guidelines for Sedation and Analgesia by Non-anesthesiologists  37 
 38 
• Continuum of Depth of Sedation – Definition of General Anesthesia and 39 
 Levels of Sedation/Analgesia 40 
 41 
• Practice Guidelines for Preoperative Fasting and the Use of Pharmacologic    42 
 Agents to Reduce the Risk of Pulmonary Aspiration: Application to Healthy 43 
 Patients Undergoing Elective Procedures (Approved by ASA House of 44 
 Delegates on October 21, 1998, and effective January 1, 1999) 45 
 46 

2.  Appropriate methods for obtaining informed consent through pre-procedure 47 
counseling of patients regarding risks, benefits and alternatives to the administration 48 
of sedative, analgesic or anesthetic drugs to establish a level of deep sedation. 49 

 50 
3.  Skills for obtaining the patient’s medical history and performing a physical 51 

examination to assess risks and co-morbidities, including assessment of the airway for 52 
anatomic and mobility characteristics suggestive of potentially difficult airway 53 
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management. The non-anesthesiologist sedation practitioner should be able to 1 
recognize those patients whose medical condition suggests that sedation should be 2 
provided by an anesthesia professional, such as morbidly obese patients or patients 3 
with obstructive sleep apnea or non-fasting patients or those with delayed gastric 4 
emptying. 5 

 6 
4. Assessment of the patient’s risk for aspiration of gastric contents as described in the 7 

ASA Practice Guidelines for Preoperative Fasting:  “In urgent, emergent or other 8 
situations where gastric emptying is impaired, the potential for pulmonary aspiration 9 
of gastric contents must be considered in determining (1) the target level of sedation, 10 
(2) whether the procedure should be delayed or (3) whether the trachea should be 11 
protected by intubation.” 12 

 13 
5.  The pharmacology of (1) all sedative, analgesic or anesthetic drugs the practitioner 14 

requests privileges to administer to establish a level of deep sedation, (2) 15 
pharmacological antagonists to the sedative, analgesic or anesthetic drugs and (3) 16 
vasoactive drugs and antiarrhythmics. 17 

 18 
6. The benefits and risks of supplemental oxygen. 19 
 20 
7. Recognition of adequacy of ventilatory function: This should include experience with 21 

patients whose ventilatory drive is depressed by sedative, analgesic or anesthetic 22 
drugs as well as patients whose airways become obstructed during sedation. Non-23 
anesthesiologist practitioners should have experience managing patients during deep 24 
sedation, and understanding of the clinical manifestations of general anesthesia so 25 
that they can ascertain when a patient has entered a state of general anesthesia and 26 
rescue the patient appropriately. 27 

 28 
8. Proficiency in advanced airway management: This training should include 29 

appropriately supervised experience in managing the airways of patients during 30 
general anesthesia. This may be supplemented using a high-fidelity patient simulator. 31 
The nonanesthesiologist practitioner must demonstrate the ability to reliably perform 32 
the following in anesthetized patients: (1) bag-valve-mask ventilation, (2) insertion 33 
and use of oro- and nasopharyngeal airways, (3) insertion and ventilation through a 34 
laryngeal mask airway, and (4) direct laryngoscopy and endotracheal intubation.  35 

 36 
9.  Monitoring of physiologic variables, including the following: 37 

a. Blood pressure 38 
b. Respiratory rate 39 
c. Oxygen saturation by pulse oximetry 40 
d.  Capnographic monitoring. The non-anesthesiologist practitioner shall be 41 

familiar with the use and interpretation of capnographic waveforms to 42 
determine the adequacy of ventilation during deep sedation 43 

e. Electrocardiographic monitoring. Education in electrocardiographic (EKG) 44 
monitoring should include instruction in the most common dysrhythmias seen 45 
during sedation and anesthesia, their causes and their potential clinical 46 
implications (e.g., hypercapnia), as well as electrocardiographic signs of 47 
cardiac ischemia. 48 

f. Depth of sedation. The depth of sedation should be based on the ASA 49 
 definitions of “deep sedation” and “general anesthesia.” (See above).  50 

  51 
10. The importance of continuous use of appropriately set audible alarms on 52 

physiologic monitoring equipment. 53 
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 1 
11. Documenting the drugs administered, the patient’s physiologic condition and the 2 

depth of sedation at five-minute intervals throughout the period of sedation and 3 
analgesia, using a graphical, tabular or automated record which documents all the 4 
monitored parameters including capnographic monitoring. 5 

 6 
12. The importance of monitoring the patient through the recovery period and the 7 

inclusion of specific discharge criteria for the patient receiving sedation. 8 
 9 

13. Regardless of the availability of a “code team” or the equivalent, the non-10 
anesthesiologist practitioner should have advanced life support skills such as those 11 
required for American Heart Association certification in Advanced Cardiac Life 12 
Support (ACLS).  When granting privileges to administer deep sedation to pediatric 13 
patients, the non-anesthesiologist practitioner should have advanced life support 14 
skills such as those required for certification in Pediatric Advanced Life Support 15 
(PALS).  16 

 17 
14. Required participation in a quality assurance system to track adverse outcomes and 18 

unusual events including respiratory arrests, use of reversal agents, prolonged 19 
sedation in recovery process, larger than expected medication doses, and occurrence 20 
of general anesthesia, with acceptance of input and/or oversight of anesthesiologists 21 
into this process. 22 

 23 
When the practitioner is being granted privileges to administer sedative, analgesic or 24 
anesthetic drugs to pediatric patients to establish a level of deep sedation, the education and 25 
training requirements enumerated in #1-14 above should be specifically defined to qualify 26 
the practitioner to administer sedative, analgesic or anesthetic drugs to pediatric patients. 27 
 28 
B. Licensure 29 

1. The non-anesthesiologist sedation practitioner should have a current active, 30 
unrestricted medical, osteopathic, or dental license in the state, district or territory 31 
of practice. (Exception: practitioners employed by the federal government may 32 
have a current active license in any U.S. state, district or territory.) 33 

 34 
2. The non-anesthesiologist sedation practitioner should have a current unrestricted 35 

Drug Enforcement Administration (DEA) registration (schedules II-V). 36 
 37 
3. The credentialing process should require disclosure of any disciplinary action 38 

(final judgments) against any medical, osteopathic or dental license by any state, 39 
district or territory of practice and of any sanctions by any federal agency, 40 
including Medicare/Medicaid, in the last five years. 41 

 42 
4. Before granting or renewing privileges to administer or supervise the 43 

administration of  sedative, analgesic or anesthetic drugs to establish a level of 44 
deep sedation, the health care organization should search for any disciplinary 45 
action recorded in the National Practitioner Data Bank (NPDB) and take 46 
appropriate action regarding any Adverse Action Reports. 47 

 48 
C. Practice Pattern 49 

1. Before granting initial privileges to administer or supervise administration of 50 
sedative, analgesic or anesthetic drugs to establish a level of deep sedation, a 51 
process should be developed to evaluate the practitioner’s performance.  For 52 
recent graduates (e.g., within two years), this may be accomplished through letters 53 
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of recommendation from directors of residency or fellowship training programs 1 
which include deep sedation as part of the curriculum.  For those who have been 2 
in practice since completion of their training, this may be accomplished through 3 
communication with department heads or supervisors at the institution where the 4 
individual holds privileges to administer deep sedation. Alternatively, the non-5 
anesthesiologist sedation practitioner could be proctored or supervised by a 6 
physician or dentist who is currently privileged to administer sedative, analgesic 7 
or anesthetic agents to provide deep sedation.  The facility should establish an 8 
appropriate number of procedures to be supervised. 9 

 10 
2. Before granting ongoing privileges to administer or supervise administration of 11 

sedative, analgesic or anesthetic drugs to establish a level of deep sedation, a 12 
process should be developed to re-evaluate the practitioner’s performance at 13 
regular intervals.  For example, the practitioner’s performance could be reviewed 14 
by an anesthesiologist or a non-anesthesiologist sedation practitioner who is 15 
currently privileged to administer sedative, analgesic or anesthetic agents to 16 
provide deep sedation. The facility should establish an appropriate number of 17 
procedures that will be reviewed. 18 

 19 
D. Performance Improvement 20 
 Credentialing in the administration of sedative, analgesic or anesthetic drugs to 21 
 establish a level of deep sedation should require active participation in an ongoing 22 
 process that evaluates the practitioner’s clinical performance and patient care outcomes 23 
 through a formal program of continuous performance improvement. 24 
 25 

1. The organization in which the practitioner practices should conduct peer review 26 
of its clinicians. 27 

 28 
2. The performance improvement process should assess up-to-date knowledge as 29 

well as ongoing competence in the skills outlined in the educational and training 30 
requirements described above. 31 

 32 
3. The performance improvement process should verify current airway management 33 

proficiency, including the ability to manage patients’ airways during appropriately 34 
supervised general anesthesia using bag/mask ventilation, laryngeal mask airway 35 
and endotracheal intubation. 36 

 37 
4. The performance improvement process should monitor and evaluate patient 38 

outcomes and adverse or unusual events. 39 
 40 

5. The performance improvement process should have input and/or oversight of the 41 
department of anesthesiology. 42 

                                                               43 
II. SUPERVISED SEDATION PROFESSIONALS 44 
 45 
A.   Education and Training 46 
The supervised sedation professional who is granted privileges to administer sedative, 47 
analgesic or anesthetic drugs under supervision of an anesthesiologist or a non-48 
anesthesiologist sedation practitioner and to monitor patients during deep sedation can be a 49 
registered nurse who has graduated from a qualified school of nursing or a physician assistant 50 
who has graduated from an accredited physician assistant program.  They may only 51 
administer sedative, analgesic or anesthetic medications on the order of an anesthesiologist or 52 
nonanesthesiologist sedation practitioner.  They should have satisfactorily completed a 53 
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formal training program in 1) the safe administration of sedative, analgesic or anesthetic 1 
drugs used to establish a level of deep sedation, 2) use of reversal agents for opioids and 2 
benzodiazepines, 3) monitoring of patients’ physiologic parameters during sedation, and 4) 3 
recognition of abnormalities in monitored variables that require intervention by the 4 
anesthesiologist or nonanesthesiologist sedation practitioner. Training should include the 5 
following: 6 
 7 

1.  Contents of the following ASA documents: 8 
 9 

• Practice Guidelines for Sedation and Analgesia by Non-anesthesiologists  10 
 11 

• Continuum of Depth of Sedation – Definition of General Anesthesia and 12 
 Levels of Sedation/Analgesia 13 
 14 
• Practice Guidelines for Preoperative Fasting and the Use of Pharmacologic    15 
 Agents to Reduce the Risk of Pulmonary Aspiration: Application to Healthy 16 
 Patients Undergoing Elective Procedures  17 

 18 
2.  The pharmacology of (1) all sedative, analgesic or anesthetic drugs the practitioner 19 

requests privileges to administer to establish a level of deep sedation, and (2) 20 
pharmacological antagonists to the sedative, analgesic or anesthetic drugs. 21 

 22 
3. The benefits and risks of supplemental oxygen. 23 
 24 
4. Recognition of adequacy of ventilatory function:  This should include experience 25 

with patients whose ventilatory drive is depressed by sedative, analgesic or 26 
anesthetic drugs as well as patients whose airways become obstructed during 27 
sedation.   28 

 29 
5.  Demonstrated proficiency in positive pressure ventilation with a bag-valve-mask 30 

system: This training should include appropriately supervised experience in 31 
ventilating patients during general anesthesia. 32 

 33 
6.  Monitoring and recognizing abnormalities of physiologic variables, including the 34 

following: 35 
a.  Blood pressure 36 
b.  Respiratory rate 37 
c.  Oxygen saturation by pulse oximetry 38 
d. Capnographic monitoring. The health professional should be familiar with the 39 

use and interpretation of capnographic waveforms to determine the adequacy 40 
of ventilation during deep sedation 41 

e. Electrocardiographic monitoring. Education in electrocardiographic (EKG) 42 
monitoring should include instruction in the most common dysrhythmias seen 43 
during sedation and anesthesia, their causes and their potential clinical 44 
implications (e.g., hypercapnia), as well as electrocardiographic signs of 45 
cardiac ischemia. 46 

f. Depth of sedation. The depth of sedation should be based on the ASA 47 
definitions of “deep sedation” and “general anesthesia.” (See above)  48 

 49 
7. The importance of continuous use of appropriately set audible alarms on all 50 

physiologic monitors. 51 
 52 
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8. Documenting the drugs administered, the patient’s physiologic condition and the 1 
depth of sedation at five-minute intervals throughout the period of sedation and 2 
analgesia, using a graphical, tabular or automated record which documents all the 3 
monitored parameters including capnographic monitoring. 4 

 5 
9. Regardless of the availability of a “code team” or the equivalent, the supervised 6 

sedation professional should have advanced life support skills such as those 7 
required for American Heart Association certification in Advanced Cardiac Life 8 
Support (ACLS).  When granting privileges to administer deep sedation to 9 
pediatric patients, the supervised sedation professional should have advanced life 10 
support skills such as those required for certification in Pediatric Advanced Life 11 
Support (PALS). 12 

 13 
When the practitioner is being granted privileges to administer sedative, analgesic or 14 
anesthetic drugs to pediatric patients to establish a level of deep sedation, the education and 15 
training requirements enumerated in #1-14 above should be specifically defined to qualify 16 
the practitioner to administer sedative, analgesic or anesthetic drugs to pediatric patients. 17 
 18 
B. Licensure 19 

1. The supervised sedation professional should have a current active nursing license 20 
or physician assistant license or certification, in the U.S. state, district or territory 21 
of practice.  (Exception: practitioners employed by the federal government may 22 
have a current active license in any U.S. state, district or territory.) 23 

 24 
2. Before granting or renewing privileges for a supervised sedation professional to 25 

administer sedative, analgesic or anesthetic drugs and to monitor patients during 26 
deep sedation, the health care organization should search for any disciplinary 27 
action recorded in the National Practitioner Data Bank (NPDB) and take 28 
appropriate action regarding any Adverse Action Reports. 29 

 30 
C. Practice Pattern 31 

1. Before granting ongoing privileges to administer sedative, analgesic or anesthetic 32 
drugs to establish a level of deep sedation, a process should be developed to re-33 
evaluate the supervised sedation professional’s performance. The facility should 34 
establish performance criteria and an appropriate number of procedures to be 35 
reviewed. 36 

 37 
D. Performance Improvement 38 

Credentialing of supervised sedation professionals in the administration of sedative, 39 
analgesic or anesthetic drugs and monitoring patients during deep sedation should 40 
require active participation in an ongoing process that evaluates the health care 41 
professional’s clinical performance and patient care outcomes through a formal 42 
program of continuous performance improvement. 43 

 44 
1. The organization in which the practitioner practices should conduct peer review 45 
 of its supervised sedation professionals. 46 
 47 
2. The performance improvement process should assess up-to-date knowledge as 48 

well as ongoing competence in the skills outlined in the educational and training 49 
requirements described above. 50 

 51 
 52 
 53 
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Nurse Practitioners in Primary Care

Executive Summary
Anticipated and actual shortages of primary care physicians have led policy-
makers to consider the roles of nurse practitioners (NPs) in improving access
to primary health care services. Over the past 20 years, an increase in the 
numbers of NPs, enactment of state laws expanding the scope of practice, 
prescriptive authority and third-party reimbursement, and national efforts to
improve health care access, have resulted in expanded roles for NPs in providing
primary care services. Greater autonomy of NPs has been a point of contention
between the medical and advanced practice nursing communities. Questions
have been raised about the adequacy of NP training and certification, quality
of patient outcomes, and perceived intentions to replace primary care physicians.
There has also been much controversy concerning the Doctor of Nursing
Practice (DNP) degree. While there are differences in the nature and extent of
training of physicians and NPs and the scope of practice for NPs varies con-
siderably from state to state, the College acknowledges that NPs are health care
professionals with the capability to provide important and critical access to 
primary care.

The American College of Physicians recognizes that NPs and physicians
have common goals of providing high-quality, patient-centered care and
improving the health status of those they serve. In addition, physicians and
NPs share concerns regarding appropriate reimbursement for services provided,
especially related to care coordination, and the decline in the primary care
workforce. Acknowledging the critical role NPs play in improving access to
care, the College offers the following position statements on physicians, NPs,
the DNP degree, primary care, and the patient-centered medical home.

Position 1: Physicians and nurse practitioners complete training 
with different levels of knowledge, skills, and abilities that while not
equivalent, are complementary. As trained health care professionals,
physicians and nurse practitioners share a commitment to providing
high-quality care. However, physicians are often the most appropriate
health care professional for many patients.

A. Whenever possible, the needs and preferences of every patient
should be met by the health care professional with the most
appropriate skills and training to provide the necessary care.

B. Patients with complex problems, multiple diagnoses, or difficult
management challenges will typically be best served by physicians
working with a team of health care professionals that may include
nurse practitioners and other nonphysician clinicians.

C. Patients have the right to be informed of the credentials of the
person providing their care to allow them to understand the back-
ground, orientation, and qualifications of the health care profes-
sionals providing their care and to better enable them to distin-
guish among different health care professionals.

D. The College recognizes the important role that nurse practitioners
play in meeting the current and growing demand for primary care,
especially in underserved areas.

E. The College advocates for research to develop effective systems of
consultation between physicians and nurse practitioners as clinically
indicated.
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Position 2: Collaboration is defined as ongoing interdisciplinary com-
munication regarding the care of individuals and populations of patients
in order to promote quality and cost-effective care. Recognizing the
importance of coordinated care to improving health outcomes, we offer
the following principles on collaboration between physicians and nurse
practitioners:

A. Effective interdisciplinary collaboration is critical to ensuring that
all patients receive the highest possible quality of care.

B. Members of a health care team should understand their comple-
mentary roles in the delivery of care as defined through their
respective professional practice acts.

C. Collaboration among physicians and nurse practitioners can occur
during both face-to-face encounters and electronically through
the use of technology, including telephone, e-mail, telehealth, and
electronic health records.

D. Effective collaboration among nurse practitioners and physicians
requires appropriate sharing of information and mutual acknowl-
edgment of and respect for each professional's knowledge, skills,
and contributions to the provision of care.

E. Payment systems should provide sufficient reimbursement for the
coordination of care and collaboration between nurse practitioners
and physicians.

Position 3: Licensing and certification exams for nurse practitioners
should be developed by the discipline of nursing, based on standardized
training involved in graduating from advanced practice nursing 
programs and scope of practice statutes and regulations. ACP therefore
opposes use of Step 3 of the U.S. Medical Licensing Exam and certifica-
tion by the National Board of Medical Examinters (NBME) for the DNP.

Position 4: In the patient-centered medical home (PCMH) model,
care for patients is best served by a multidisciplinary team where the
clinical team is led by a physician. However, given the call for testing
different models of the PCMH, ACP believes that PCMH demon-
stration projects that include evaluation of physician-led PCMHs
could also test the effectiveness of nurse practitioner-led PCMH 
practices in accord with existing state practice acts and consistent
with the following:

A. Demonstration projects testing the effectiveness of NP-led
PCMH practices should meet the same eligibility requirements as
those for physician-led practices.

B. NP-led PCMH practices should be subject to the same recogni-
tion standards to participate in the demonstration project as physi-
cian-led practices.

C. NP-led PCMH practices should be subject to the same standards
of evaluation as physician-led PCMH practices.

D. Patients who are selecting a PCMH as their source of regular
care should be informed in advance if it is a physician-led or nurse
practitioner-led practice and the credentials of the persons pro-
viding care within each practice.
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E. All clinicians within the PCMH are operating within existing state
practice acts.

F. Payments and evaluation metrics for both physician-led and nurse
practitioner-led PCMH practices must take into account differ-
ences in the case mix of patients seen in the practice.

Position 5: ACP advocates for research efforts to identify and dis-
seminate effective models of collaboration, referral, and co-manage-
ment of patients between and among nurse practitioners and physicians.

Position 6: Opportunities for professional multidisciplinary training
and team development should be incorporated into the education and
training of all health professionals.

Position 7: Workforce policies should ensure adequate supplies of
primary care physicians and nurse practitioners to improve access to
quality care and to avert anticipated shortages of primary care clinicians
for adults. Workforce policies should recognize that training more
nurse practitioners does not eliminate the need nor substitute for
increasing the numbers of general internists and family physicians
trained to provide primary care.
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Introduction
Nurse practitioners (NPs) are registered nurses who have completed 

specialized advanced nursing education and training (1). Over the past 20 years,
an increase in the numbers of NPs, enactment of state laws expanding the
scope of practice, prescriptive authority and third-party reimbursement, and
national efforts to improve health care access have resulted in expanded roles
for NPs in providing primary care services. However, greater autonomy of
NPs has been a point of contention between the medical and advanced-practice
nursing communities. Questions have been raised about the adequacy of NP
training and certification, comparisons drawn by NPs to the care delivered by
physicians, quality of patient outcomes, and perceived intentions to displace or
replace primary care physicians.

The American College of Physicians recognizes that NPs and physicians
have common goals of providing high-quality care, improving patient out-
comes, and enhancing the health of the U.S. population. In addition, physicians
and NPs share concerns regarding the continuing decline in the primary care
workforce; the need to provide appropriate reimbursement for services, especially
related to care coordination; and the absence, until recently, of new models to
deliver primary care, such as the patient-centered medical home. A high-quality
and efficient health care system requires effective multidisciplinary teams that
collaborate to provide patient-centered care. The ACP hopes that this paper
will strengthen the dialogue between the medical and NP communities to
improve future health care delivery.

Overview
In the 1960s, an insufficient physician workforce was one of the factors that led
to the development of nonphysician clinicians, primarily NPs and physician's
assistants (PAs), to improve access to primary health care services (2,3,4). Other
contributors to the rise of NPs were managed care and cost containment, and
early efforts in interdisciplinary training (5). The role of NPs and their relation-
ship to primary care physicians was originally envisioned as being collaborative
and collegial, not a substitute for physicians (6). Over the past 20 years, sever-
al factors have led to increased reliance on NPs as providers of primary health
care. An increase in the numbers of NPs, enactment of state laws expanding
their allowable scope of practice, a national movement to improve health care
access, the rise of retail health clinics, and increased efforts to contain health
care costs has resulted in a shift in the provision of some primary care from
physicians to NPs and to other nonphysician clinicians.

As the number of medical school graduates entering primary care dwindles,
training programs for NPs continue to grow. In 1995, there were 44,200 NPs
in the United States. By 2005, the number of practicing NPs in the U.S. had
grown to 82,622, reflecting an average rate of increase of 9.44% per year (7).
The American Academy of Nurse Practitioners reports that about 6,000 new
NPs are prepared each year and estimates that there are as many as 125,000
practicing NPs, approximately one sixth of the health care workforce. About
85% of NPs train in primary care. As the largest group of nonphysician primary
care providers, NPs conduct almost 600 million patient visits each year (8).
Research has found that NPs are more likely than physicians to provide care to
younger patients with few co-morbidities and see patients for acute minor ill-
nesses (9,10,11). While NPs practice in various medical settings, they represent
a significant proportion of providers of care for vulnerable populations. NPs
have proven integral to improving access to care in rural communities (12).
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Education & Certification

All NPs are registered nurses (RNs), and many have years of clinical nursing
experience. There are three pathways for NP education: Master's level programs;
post-Master's programs (for persons with a Master's degree in nursing); and the
Doctor of Nursing Practice (13). However, most NPs (88%) graduate with a
Master's degree (14).

NPs are principally trained in primary care, with special emphasis on such
areas as adult health, pediatrics, family health, women's health, or gerontology.
These primary care tracks account for 85% of NP graduates (15). The remain-
ing NP students train in acute care, emergency care, and such subspecialty 
disciplines as oncology or neonatology (16).

The National Organization of Nurse Practitioner Faculties specifies the
domains and core competencies for Nurse Practitioner Practice and for pro-
grams leading to the NP degree in the primary care specialty areas of adult health,
family health, gerontological health, pediatric health, and women's health. These
competencies include health promotion/health protection and disease prevention,
management of patient illness, the nurse practitioner-patient relationship, the
teaching-coaching function, professional role, assisting patients in managing and
negotiating health care delivery systems, monitoring and ensuring quality health
care practice, and having cultural and spiritual competence (17).

To improve the quality of NP education and to prepare NPs to meet
increasingly complex health care demands, leaders of some nursing profes-
sional organizations support the Doctorate of Nursing Practice (DNP) as the
terminal degree for advanced nursing practice. Currently, there are 83 DNP
programs in the U.S. and the goal is to convert all programs for advanced prac-
tice nursing from Master's to DNP by 2015. Presently, most DNP programs
are only open to current NPs with Master's degrees. Building on their previous
training, the DNP with NP entry requires at least 30 credit hours, a 1-year full-
time residency, and a final project. The DNP degree is not equivalent to the
educational and training requirements for a physician's medical degree. 
A physician must complete 2 years of clinical rotations during the third and
fourth year of medical school (3200 hours of general clinical education) and 
a minimum of 3 years of full-time clinical postgraduate residency training 
(minimum 7800 hours) in their specialty.

A growing number of institutions are offering the DNP for postbaccalau-
reate students, which is the path endorsed by the Association of American
Colleges of Nursing. These postbaccalaureate programs combine the Master's
and Doctorate programs and take approximately 3 years to complete on a full-
time schedule. In the future, the professional nursing community expects the
professional nursing community expects the DNP to be the entry level to
advanced nursing practice (18,19,20).
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Scope of Practice

Currently, NPs can practice independently (without any requirements for
physician involvement) in 22 states and the District of Columbia. In all but 1
of the 28 states that require physician supervision or collaboration, the super-
vising physician need not be present during the provision of care. However, the
nature of these collaborative agreements varies considerably throughout the
states (21).

Prescriptive Authority

In 2006, Georgia became the last state to enact legislation allowing prescriptive
authority for advanced practice nurses (22). However, the level of prescriptive
authority varies by state. NPs can independently prescribe both controlled and
noncontrolled substances in 14 states. At the other end of the spectrum, 3 states
(Alabama, Florida, and Hawaii) authorize NPs to prescribe only noncontrolled
substances with some degree of physician involvement or delegation. Most
states allow NPs to prescribe both noncontrolled and controlled substances with
some level of physician involvement. In recent years, there have been more
states that have expanded prescriptive privileges for NPs than those that have
restricted it. NPs in Kentucky may now prescribe controlled substances, and
Nebraska, South Dakota, and Virginia recently extended NP prescriptive
authority to include Schedule II controlled substances.

Third-Party Reimbursement

Medicare reimburses NPs at a rate of 85% of the physician fee schedule amount
for services performed in collaboration with a physician as specified by state law.
Medicare pays 100% of the physician fee schedule amount for services per-
formed by an NP who is employed by a physician practice when certain con-
ditions are met. The practice receives the full fee schedule amount when an NP
provides services, referred to as "incident-to", to a patient after a physician in
the same practice conducts the initial visit and devises a care plan related to that
episode of care. Also, the physician must provide direct supervision, which
Medicare defines as not necessarily being in the same exam room but in the
same office suite and immediately available for consultation.

Medicaid reimburses nonphysicians in almost every state at rates varying
from 50% to 100% of rates for physicians. In 2006, California enacted legisla-
tion allowing certified NPs to bill Medicaid (MediCal) and be reimbursed at
100% of the physician rate. However, if a patient is enrolled with a Medicaid
managed care plan, the plan's policies and contracts determine who may be
reimbursed for physician services.

In general, managed care plans only reimburse those providers admitted to
the plan's provider panel. However, the Medicaid Advanced Practice Nurses
and Physician Assistants Access Act of 2009 (S. 63), introduced in the
111th Congress on January 6, 2009, would remove language from the
Balanced Budget Act of 1997 requiring states to determine whether they wished
to recognize NPs, nurse midwives, and PAs as primary care providers in their
Medicaid managed care primary care provider systems. Passage of the legislation
would facilitate reimbursement of nonphysician clinicians as primary care
providers in Medicaid managed care programs.

While federal law does not mandate private third-party reimbursement for
NPs, 29 states require reimbursement for NP services (23).
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7

Positions
Position 1: Physicians and nurse practitioners complete training 
with different levels of knowledge, skills, and abilities that while not
equivalent, are complementary. As trained health care professionals,
physicians and nurse practitioners share a commitment to providing
high-quality care. However, physicians are often the most appropriate
health care professional for many patients.

A. Whenever possible, the needs and preferences of every patient
should be met by the health care professional with the most
appropriate skills and training to provide the necessary care.

B. Patients with complex problems, multiple diagnoses, or difficult
management challenges will typically be best served by physicians
working with a team of health care professionals that may include
nurse practitioners and other nonphysician clinicians.

C. Patients have the right to be informed of the credentials of the
person providing their care to allow them to understand the back-
ground, orientation, and qualifications of the health care profes-
sionals providing their care and to better enable them to distin-
guish among different health care professionals.

D. The College recognizes the important role that nurse practitioners
play in meeting the current and growing demand for primary care,
especially in underserved areas.

E. The College advocates for research to develop effective systems 
of consultation between physicians and nurse practitioners as 
clinically indicated.

NPs play an essential role in the provision of primary care. Many physicians
rely upon these professionals not only for assistance, but also to efficiently 
provide direct patient care services within their areas of training, competence,
and state-specific practice act. Almost 25% of primary care physician practices
employ NPs (24). Some research indicates that NPs can provide care for 60%
to 90% of patients in primary care (25). However, the knowledge, skills, and
scope of training NPs receive are not equivalent to those of a physician.

Frequently cited meta-analyses have shown that NPs and physicians in 
primary care provide comparable care with respect to assessment and diagnostic
accuracy and achieve similar patient outcomes (26,27). However, an analysis of
25 studies comparing nurses to doctors providing similar primary care services
cautions:

The findings suggest that appropriately trained nurses can produce as high-
quality care as primary care doctors and achieve as good health outcomes for
patients. However, this conclusion should be viewed with caution given that only
one study was powered to assess equivalence of care, many studies had method-
ological limitations, and patient follow-up was generally 12 months or less.

While doctor-nurse substitution has the potential to reduce doctors' workload
and direct healthcare costs, achieving such reductions depends on the particular
context of care. Doctors' workload may remain unchanged either because nurs-
es are deployed to meet previously unmet patient need or because nurses gener-
ate demand for care where previously there was none. Savings in cost depend on
the magnitude of the salary differential between doctors and nurses, and may be
offset by the lower productivity of nurses compared to doctors (28).
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Nurse practice acts govern the types of services that NPs can provide and
vary among states. NPs typically can conduct medical histories and physicals,
diagnose and treat health problems, order laboratory tests and x-rays, prescribe
medications, administer immunizations, provide patient education and prevention
services, and perform case management and care coordination (29). Their
presence can reduce the impact of physician shortages on health care access and
may allow physicians to tend to more serious illnesses, such as managing
patients with complex chronic illnesses. Care by NPs has been associated with
improved patient satisfaction and quality of care related to patient education,
communication, and documentation, which typically involve more face-to-face
time with each patient (30,31).

NPs are critical to improving access to health care in underserved commu-
nities. Most state laws do not include physical proximity requirements for super-
vising and collaborating physicians, allowing NPs to provide much-needed 
primary care in rural and other underserved communities. The success of health
care delivery will require collaborative teams of physicians and nonphysicians
to provide quality care for individuals and populations with both common 
and complex health care needs using evidence-based guidelines and effective
models of collaboration.

All members of a multidisciplinary health care team must be adequately 
prepared to respond within their scope of practice to the diverse, often complex,
needs of patients. Accordingly, educational programs for health care profes-
sionals, including advanced practice nurses (APRNs), should have established
standards of training. As indicated in Position 1, the education and training of
NPs is not the same as or equivalent to that of physicians. The relatively new
degree of Doctor of Nursing Practice expands on the Master's level of NPs
training and prepares APRNs to practice at the highest clinical level within their
scope of practice.

An NP who is a prominent nurse educator and leader explains:

NPs who are either adult or family nurse practitioners are nationally certi-
fied by either the American Nurses Credentialing Center (ANCC) or the
American Academy of Nurse Practitioners (AANP). The DNP is an acad-
emic degree, not a role. As with other academic degrees, there are no exams
that test the depth and breadth of the entire degree program. The national
certifications (e.g., ANCC and AANP) test the "population focus"
(e.g., adult, family) of the NP role in which the NP has been prepared.
Presently, the majority of students enrolled in DNP programs are post-
Master's degree students. Those students are already certified and practicing
NPs who do not need any further certification testing to practice. There 
are DNP programs that anticipate that nurses with a BS in nursing will
enroll and graduate with a DNP degree. Those students will also sit for the
existing certification exams in order to gain entry to practice (32).
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The Essentials of Doctoral Education for Advanced Nursing Practice, devel-
oped by the American Association of Colleges of Nursing, includes eight com-
petency areas, seven of which are not related to enhancing clinical skills, but are
more focused on systems-based practice and policy. The DNP Essentials are:

I. Scientific Underpinnings for Practice
II. Organizational and Systems Leadership for Quality Improvement

and Systems Thinking
III. Clinical Scholarship and Analytical Methods for Evidence-Based

Practice
IV. Information Systems/Technology and Patient Care Technology for

the Improvement and Transformation of Health Care
V. Health Care Policy for Advocacy in Health Care
VI. Interprofessional Collaboration for Improving Patient and

Population Health Outcomes
VII. Clinical Prevention and Population Health for Improving the

Nation's Health
VIII. Advanced Nursing Practice (33)

DNP programs also require completion of a Master's degree program for
the RN degree and a minimum of 1,000 postbaccalaureate clinical hours.
Training of physicians involves 4 years of premedical college education, 4 years
of medical school that includes 2 years of clinical rotations, 3 years or more of
clinical residency training with up to 80-hour workweeks, additional fellowship
subspecialty training, and continuing medical education. The ACP supports
advanced training for NPs but holds strongly that the NP or DNP degree does
not prepare NPs to perform in the same capacity as physicians.

ACP believes that patients rely on a health care provider's professional 
designation as an indication of the level of training, skills, and knowledge of
those providing their care. The use of the prefix "Dr." or "Doctor" by NPs who
have completed the DNP degree could lead to confusion and misconceptions 
by patients. Accordingly, the College has recommended that information be
available to patients to help them to distinguish among the different health care
professionals involved in their care.

Position 2: Collaboration is defined as ongoing interdisciplinary com-
munication regarding the care of individuals and populations of
patients in order to promote quality and cost-effective care.
Recognizing the importance of coordinated care to improving health
outcomes, we offer the following principles on collaboration between
physicians and nurse practitioners:

A. Effective interdisciplinary collaboration is critical to ensuring that
all patients receive the highest possible quality of care.

B. Members of a health care team should understand their comple-
mentary roles in the delivery of care as defined through their
respective professional practice acts.

C. Collaboration among physicians and nurse practitioners can occur
during both face-to-face encounters and electronically through
the use of technology, including telephone, e-mail, telehealth, and
electronic health records.

9
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D. Effective collaboration among nurse practitioners and physicians
requires appropriate sharing of information and mutual acknowl-
edgment of and respect for each professional's knowledge, skills,
and contributions to the provision of care.

E. Payment systems should provide sufficient reimbursement for the
coordination of care and collaboration between nurse practition-
ers and physicians.

Collaboration has been defined as a joint communication and decision-
making process with the goal of satisfying the health care needs of a target 
population. Components of a collaborative practice model include a shared
commitment to achieving positive patient outcomes, a mutual understanding of
team member's roles, an agreement to practice within an individual's scope of
practice, and a mechanism for communication (34).

The Institute of Medicine (IOM) declared that to improve the quality of
patient care, enhanced infrastructures are needed to ensure effective and timely
communication among clinicians and between patients and clinicians (35).
Because state laws allow many NPs to practice in remote sites, health informa-
tion technology is critical to improving both the quality and coordination 
of care. Through computer networks and the use of information technology,
medical linkages and long-distance learning and consultation opportunities 
can be established that will enable physicians and nonphysician clinicians 
to communicate easily concerning patient diagnosis and treatment. Such 
technology should ensure the availability of clinical information at the point of
care for all providers and patients. ACP supports the use of electronic health
records (EHRs) as one critical element of the infrastructure needed to facilitate
communication between physicians and nonphysician clinicians. The avail-
ability of such communications systems will enhance opportunities for primary
care services to be delivered through a collaborative team involving physicians,
NPs, and PAs.

Enhanced communication systems among clinicians in a team are impor-
tant, given the increasing complexity of medical care. Just as patients benefit
when primary care physicians and subspecialty consultants communicate easi-
ly and effectively, so they benefit when NPs, especially those in states allowing
independent practice, can communicate easily and effectively with physician
consultants. Research has found that independent NPs are practicing within
their scope of practice, serving younger patients, serving patients with selected
illnesses and injuries, performing basic primary care procedures, and referring
patients to primary care physicians and subspecialists when the patient requires
care outside the NP's scope of practice (36,37). Accordingly, NPs fill a gap when
patients have illnesses that are not very complex. In states where NPs are per-
mitted to practice independently, processes must be implemented to assure
that the appropriate medical personnel are involved when needed.

This becomes most important with the expansion of retail health clinics,
which are primarily staffed by NPs. The convenience and affordability of retail
health clinics appeal to both insured and uninsured individuals. In 2006, 
the College adopted principles for retail health clinics, which encourage the
development of referral systems to physician practices or to other entities
appropriate to the patient's symptoms beyond the store-based clinic's scope of
practice (38). There should also be linkages to assure that the patient's primary
care physician is notified of any treatment or prescriptions and to assure the
availability of continuity of care. ACP supports the use of EHRs to facilitate
communication among the episodic providers of care at the store-based clinics,
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primary care providers, subspecialists, and other members of the collaborative
health care team. In addition, independent NPs should establish formal con-
nections with physician practices in the community to provide continuity of care
and to encourage the patients they treat to establish a primary care relationship.

Position 3: Licensing and certification exams for nurse practitioners
should be developed by the discipline of nursing, based on standardized
training involved in graduating from advanced practice nursing programs
and scope of practice statutes and regulations. ACP therefore opposes use
of Step 3 of the U.S. Medical Licensing Exam and certification by the
National Board of Medical Examiners (NBME) for the DNP.

The ACP regards advanced practice nursing as a distinctive and comple-
mentary profession. ACP opposes any policies or regulations that have the con-
sequence of replacing or substituting NPs for physicians. The unique training
and skill set taught in NP programs merits its own licensing and certification
process. Examinations should be developed by the discipline of nursing and not
drawn from another discipline's examination or certification mechanism.

Position 4: In the patient-centered medical home (PCMH) model,
care for patients is best served by a multidisciplinary team where the
clinical team is led by a physician. However, given the call for testing
different models of the PCMH, ACP believes that PCMH demon-
stration projects that include evaluation of physician-led PCMHs
could also test the effectiveness of nurse practitioner-led PCMH prac-
tices in accord with existing state practice acts and consistent with the
following:

A. Demonstration projects testing the effectiveness of NP-led
PCMH practices should meet the same eligibility requirements as
those for physician-led practices.

B. NP-led PCMH practices should be subject to the same recognition
standards to participate in the demonstration project as physician-
led practices.

C. NP-led PCMH practices should be subject to the same standards
of evaluation as physician-led PCMH practices.

D. Patients who are selecting a PCMH as their source of regular
care should be informed in advance if it is a physician-led or nurse
practitioner-led practice and the credentials of the persons pro-
viding care within each practice.

E. All clinicians within the PCMH are operating within existing state
practice acts.

F. Payments and evaluation metrics for both physician-led and
nurse-practitioner-led PCMH practices must take into account
differences in the case mix of patients seen in the practice.

The patient-centered medical home (PCMH) model is based upon provid-
ing patients with comprehensive primary care in a team-based environment.
Within the PCMH, a physician leads a team of individuals who collectively take
responsibility for the ongoing care of patients. A "team" may consist of differ-
ent individuals who are members of the PCMH practice or individuals who 
provide service to complement the PCMH practice through established agree-
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ments and relationships. Ideally, each member of a clinical team should 
practice to the highest level of their license, knowledge, skills, and abilities--and
no lower. In addition, health care professionals should not be expected to, nor
endeavor to, practice beyond their license, scope of practice, or ability. While
the PCMH is a physician-guided model of practice, NPs can play a vital role
as key members of the team working collaboratively with physicians and other
health care professionals. The many roles NPs play within the PCMH depend
on the clinical setting, patient population, clinical competency and experience,
and the professional relationship between the NP and the physician(s).

PCMH demonstration projects present a unique opportunity to examine
not only best practices for collaboration between health care professionals, 
but also the performance and effectiveness of NPs as members of the multi-
disciplinary health care team. Payments and evaluation metrics for both physi-
cian- and nurse practitioner-led PCMH practices must account for differences
in case mix, including differences in health status, socioeconomic status, cultural
background, and other patient factors that may contribute to differences in
cost and quality outcomes.

Although at this point the nursing and medical practices remain separate,
the distinctions among the types of care being provided by primary care physi-
cians and NPs appear to be fading. There is some evidence to suggest that NP-
led practices can provide services within their scope, serve younger patients with
selected illnesses and injuries, perform basic primary care procedures, and refer
patients to primary care physicians and subspecialists when the patient requires
care outside the NP's scope of practice (39,40,41). Nurse-managed health 
centers (NMHCs) also illustrate a paradigm of nurse-led practice that merits
further examination. NMHCs are mostly independent nonprofit organizations
or academically based clinics affiliated with schools of nursing. NMHCs 
provide primary health care, health promotion, and disease prevention services
to people in rural and urban areas with limited access to health care and record
over 2.5 million annual patient encounters. More than 250 NMHCs operate
throughout the U.S. and serve an estimated 250,000 patients (42). The centers
are managed by advanced practice nurses, and care is provided by NPs, collab-
orating physicians, clinical nurse specialists, RNs, health educators, communi-
ty outreach workers, and health care students. As safety net providers, NMHCs
supply cost-effective care that reduces expensive emergency room use and 
hospitalization among patients (43).

Position 5: ACP advocates for research to identify and disseminate
effective models of collaboration, referral, and co-management of
patients between and among nurse practitioners and physicians.

Collaboration between NPs and physicians is essential to ensuring that
patients have timely access to appropriate health care. To improve the coordi-
nation and quality of health care, physicians and NPs must be prepared to work
effectively within varying health care systems, teams, and practice models. 
By nature, multidisciplinary health care teams are a diverse group with a wide
variety of educational backgrounds, specializations, and skills. In addition, 
training, regulations, and culture establish and reinforce professional hierarchies
that can impede effective collaboration between providers of care. The future
of health care delivery will require multidisciplinary teams of health profes-
sionals who are prepared to meet the diverse and complex needs of the popu-
lation. Accordingly, research is needed on effective models of multidisciplinary
teams--especially those in which members have varying levels of autonomy
and in which health information technology is used to facilitate collaboration.

Nurse Practitioners in Primary Care
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Position 6: Opportunities for professional multidisciplinary training
and team development should be incorporated into the education and
training of all health professionals.

Multidisciplinary teams of physicians, NPs, and other health professionals
are vital to improving the coordination and quality of care. Currently, the 
complexity of rules across disciplines and settings makes it a challenge to form
effective multidisciplinary teams. For the most part, there are few opportunities
for joint preparation between medical and NP students. According to the IOM,
"people should be trained in the kinds of teams in which they will provide care,
starting with initial professional training and continuing through graduate train-
ing and ongoing professional development" (44). However, the IOM recognizes
that "multidisciplinary training is difficult to implement because of profession-
al boundaries, the traditional hierarchical structure of health care, clinical 
specialization, faculty experience, and educational isolation" (45).

National health care workforce policies should ensure health care providers
are adequately trained to work collaboratively within teams. Efforts should
focus on providing multidisciplinary training to both future and practicing 
clinicians. ACP supports policies and funding to explore the effectiveness of 
multidisciplinary training, which could include studies of:

Incorporating joint coursework and clinical experience opportunities
into educational curricula for medical and NP students.

Employing faculty from both schools of nursing and schools of 
medicine to teach NP and medical students.

Offering joint continuing education programs for physicians and NPs
through both in-person and distance learning.

Position 7: Workforce policies should ensure adequate supplies of
primary care physicians and nurse practitioners to improve access to
quality care and to avert anticipated shortages of primary care clini-
cians for adults. Workforce policies should recognize that training
more nurse practitioners does not eliminate the need nor substitute
for increasing the numbers of general internists and family physi-
cians trained to provide primary care.

Any workforce policies should recognize the continued and essential need
for patients to have access to a personal physician who accepts responsibility for
their entire health, working in collaboration with nonphysician clinicians
involved in caring for the patient.

NPs and primary care physicians are confronted with similar workforce
issues of predicted clinician shortages, increased proportion of clinicians prac-
ticing in subspecialties, and decreased enrollment in educational programs.
The well-documented nursing shortage, which could reach as high as 500,000
by 2025, translates into fewer RNs to enter advanced training programs and
fewer qualified nurse educators to teach the number of the nurses needed to
ameliorate the nursing shortage (46). In 2007, the Association of American
Colleges of Nursing (AACN) found that U.S. nursing schools turned away
3,048 qualified applicants from Master's programs and 313 qualified applicants
from Doctoral programs (47). The primary reason for not accepting all qualified
students was a shortage of faculty. Higher compensation in clinical and private-
sector settings is luring current and potential nurse educators away from teach-
ing. In addition, as the average age of nursing faculty members continues to

Nurse Practitioners in Primary Care
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climb, 75% percent of the current faculty population is expected to retire by
2019. The National League for Nursing estimates that 15% of all nursing
Master's graduates would have to enter teaching just to maintain current faculty
levels. They conclude, "Since this is very unlikely, the gap between unfilled 
positions and the candidate pool will widen significantly" (48).

Given the increasing role that NPs are playing in the provision of primary
care, the scarcity of nurses is particularly concerning due to predicted shortages
in the numbers of primary care physicians and limits on resident work hours.
Recent studies have shown that the number of primary care physicians is declin-
ing at an alarming rate. For example, only 2% of fourth-year medical students
plan to practice in general internal medicine, compared with 9% in 1990,
according to a September 2008 survey published in the Journal of the American
Medical Association (49).

The future of primary care will depend on adequate supplies of physicians
trained to provide primary care as well as NPs and other nonphysician clini-
cians. A recent study suggests that, similar to medical students and residents,
NPs and PAs choose settings other than primary care. It estimates that fewer
than half of NP/PAs are in office-based primary care. Many NPs work in emer-
gency rooms, hospital clinics, intensive care units, and inpatient services. Forty-
two percent of patient visits to NP/PAs in office-based practices are in offices
of specialists. It concludes, "Limited numbers of NP/PAs, lucrative alternative
practice opportunities, and uncertain numbers of future graduates will likely
limit their availability in primary care" (50).

A study by the Association of American Medical Colleges found that even
with projected growth of 2% per year between 2006 and 2025 in the number
of NPs and PAs, an increase of 46%, an additional 150,000 NPs and PAs beyond
this level would be required to reduce demand for primary care physicians by
25%. It predicts an overall shortage of 124,400 physicians by 2025, and warns
that the demand for primary care physicians will outpace supply faster for 
primary care than for any other specialty group (51)*.

Conclusion
The future of health care delivery will require multidisciplinary teams of health
care professionals that collaborate to provide patient-centered care. The key to
high performance in multidisciplinary teams is an understanding of the dis-
tinctive roles, skills, and values of all team members. Just as the ACP celebrates
the special attributes and capabilities of advanced practice nurses, it recognizes
the unique role that a personal physician plays in patient care. Advanced prac-
tice nursing should not substitute for nor replace primary care medical practice
as provided by general internists, family physicians, and other physicians.
Physicians and NPs not only share a commitment to providing high-quality
care, but also face similar challenges regarding reimbursement and workforce
outlook. Recognizing and building on the common ground between the two
professions is vital to improving collaboration to meet the complex health care
needs of the population.
_______________________
*The U.S. is facing a shortage of over 40,000 primary care physicians for adults, which are 
principally made up of the specialties of internal medicine and family medicine. Pediatricians,
which provide primary care to both children and adolescents, are also an essential part of the
primary care physician workforce in the U.S, although the evidence is less clear on whether the
U.S. will be facing a shortage of pediatricians. ACP believes strongly that assuring a sufficient
supply and mix of the primary care physician specialties that take care of children, adolescents,
and adults—internists, family physicians and pediatricians—must be a goal of national workforce
policies. Workforce policies should also ensure sufficient supplies of nurses, PAs, and other
health professionals that provide primary care in collaboration with primary care physicians.
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